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SUMMARY 
Experience in maintaining excellence in teaching of human anatomy is important in informing strategies 
to mitigate worldwide decline in the level of knowledge of human anatomy among medical students 
and qualifying doctors. Factors responsible for the decline include reduction in teaching time, 
inadequate teachers and undermining of cadaver dissection. Measures to address these challenges 
have resulted in wide disparities in curriculum design teaching methods, number and composition of 
instructors. Inspite of the challenges, the Department of Human Anatomy of the University of Nairobi 
(UON) maintained excellence of teaching for over 40yrs. This article describes the teaching of anatomy 
at the UON with a view of elucidating the learning points from which other departments can learn. 
Analysis reveals that human anatomy is allocated 630hrs per year of which 350hrs are allocated to 
gross anatomy with 270hrs devoted to dissection. Although dissection has remained the cornerstone of 
instruction, it is combined with clinically oriented problem based instruction, use of prosections, 
diagnostic imaging, computer aided and small group learning. Teaching of gross anatomy is integrated 
with microscopic, developmental and neuroanatomy. The department runs and intercalated Bachelor of 
Science (B.Sc.) anatomy degree which is a reliable source of members of staff. Over 70% of the staff 
are surgeons. They are assisted by demonstrators drawn from trainee surgeons and young B.Sc. 
Anatomy graduates. Excellence in teaching anatomy can be maintained by reclaiming sufficient 
teaching time, combined dissection with contemporary methods of instruction, integrating gross, 
microscopic, developmental anatomy, neuroanatomy, involvement of clinicians in teaching, 
commencing training anatomy early and engagement of demonstrators.  
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INTRODUCTION 
Experience in maintaining excellence in 
teaching human anatomy is important in 
mitigating the decline in undergraduate 
knowledge in the subject.  The decline has 
been attributed to reduction in teaching time 
allocated in teaching the subject, inadequate 
teaching staff and diminishing emphasis on 
dissection (Aziz, 2002; Heylings, 2002; Mc 
Keown, 2003; Older, 2004; Turney, 2007). This 
undermines the importance of human anatomy 
as a pillar in medical education (Vazquez et al., 
2005; Waterson and Stewart, 2005) making 
them unsafe. Consequently medical 
professional bodies, legal fraternity and patients 
themselves are reappraising the need for 
greater indepth knowledge of anatomy among 
doctors (Ellis, 2002; Turney 2007). In response, 
there is resurgence in the value and emphasis 
of human anatomy (Rizollo and Stewart, 2006). 
There is however, wide diversity in modes of 
teaching in human anatomy departments with 
varying emphasis on each of the methods 
individually or in combination (Satyapal and 
Henneberg, 1997; Cahill et al., 2000; Tavares 
et al., 2002; Boon et al., 2001; Ongeti, 2012). 
This has resulted in wide variation in curriculum 
designs, duration, staffing numbers and 
composition (Heylings, 2002). In Africa, 
although 90% of the medical schools have 
retained dissection (Gangata et al., 2010; 
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Bekele et al., 2011), challenges of reduced 
time, staff shortages, declining financial 
allocations and rising student numbers are 
pushing for change (Ogunrantti, 2008). Inspite 
of these challenges, peer evaluation, through 
external examiners reports, reveal that 
standards of teaching Human anatomy have 
remained high at the University of Nairobi 
(Dean, 2000; Msamati, 2008; Amadi, 2009; 
Igbigbi, 2012). The objective of this paper is to 
detail the practices that have sustained 
excellence in learning human anatomy at the 
University of Nairobi. 
METHODS AND APPROACH 
Available records in the department were 
examined for trends in teaching hours, teaching 
methods/modalities, staff numbers and 
composition and student performance since 
inception in 1967. In cases where data were 
inconsistent, they were verified from members 
of staff who have been present longest. The 
data were analyzed for frequencies and means 
and presented in tables, bar charts and 
macrographs.  
RESULTS 
Since inception in 1967, the department has 
grown in terms of teaching infrastructure and 
student numbers. The performance has 
remained consistently excellent. These trends 
have been matched by adjustments in teaching 
hours; teaching methods and staff numbers.  
Teaching hours 
For the first 30yrs, there was minimal variation 
from the initial 540hrs. The minor adjustment in 
1987 was because the course was taught in 
2yrs and more time was available. In 1998, 
there was a drastic increase when the duration 
of the academic year was increased by 33% to 
accommodate different entry levels. Currently 
the course is allocated 630hrs. Out of the total 
time allocated, 55-60% of it is devoted to 
teaching gross anatomy, 70% of which is 





Figure 1: Front view of the department of Human Anatomy, University of Nairobi, Showing the administration block, offices 
and some laboratories. 




Table 1: Current Programs 
Level  Program  Current enrolment  
Undergraduate Bachelor of medicine and 
bachelor of surgery 
420 
Bachelor of pharmacy 120 
Bachelor of science Nursing 90 
Bachelor of dental surgery 40 
Bachelor of science biomedical 
laboratory technology 
35 
Bachelor of science Nutrition 
and diatetics 
25 
Bachelor of science Food 
science Technology 
30 
*Intercalated Bachelor of 
science, Anatomy 
04 
Postgraduate MMed General surgery 55 
MMed Orthopaedic surgert 05 
MMed ENT surgery 06 
MMed Nerurosurgery 08 
MDS oral  and maxillofacial 
surgery 
04 
MDS Paediatric dentistry 02 
Master of science, Human 
Anatomy 
04 
PhD Human Anatomy 05 
MD Anatomy 01 
DSC Anatomy  
*This is a special one year undergraduate program is offered only to distinguished medical and dental 
students who have demonstrated high level of interest and enthusiasm in human anatomy. Its main 
objectives are to inculcate these students, at an early stage; contemporary research methods in 
biomedical science; leadership, teaching and managerial skills; a deeper understanding of human 
anatomy. It is offered after 2nd year and before 3rd year. The students are usually encouraged to return 
to their medical training.  
 
Table 2: Duration of teaching anatomy over the years 
 
Time period Duration of teaching Gross Anatomy Dissection 
1967-1987 540 320 220 
1988-1998 560 335 235 
1999-2011 720 430 300 
Current: 2012 630 350 260 
 
The remaining hours are allocated to microscopic anatomy (25%) and developmental anatomy (15%) 
neuroanatomy, radiological and clinical anatomy are subsumed within the relevant dissections.  
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Figure 2: Students going through prosected specimens in the anatomy museum at the department. 
 
Course structure 
The course is divided into three main divisions – 
gross, microscopic and developmental anatomy. 
These three are integrated into weekly units in 
which each of the divisions is taught. This is 
most evident when the systems are taught for 
example during the dissection of the thorax, 
microscopic and developmental anatomy of the 
respiratory and circulatory systems are taught 
each as a unit in one week. 
Gross anatomy 
This is taught through dissection, class wide 
clinical anatomy sessions; tutorials and small 
group learning. Dissection constitutes the main 
mode of instruction concordant with the initial 
requirement of the United Kingdom general 
medical council that every medical student 
undertakes regional dissection of the whole 
body. Each student is required to spend at least 
8hrs every week in dissection. The students use 
a structured dissection manual with clear 
objectives and tasks to be accomplished. 
Students dissect in groups of 6-8 members per 
body, and required to use atlases and 
textbooks during the sessions. They are also 
encouraged to carry computers and use 
animations as they dissect. The dissection 
sessions are allocated to demonstrators who 
are assigned 18-24 students each. A senior 
member of teaching staff supervises a group of 
50-60 students, and takes responsibility of 
explaining concepts and clinical application 
during dissection. Students are allowed to 
revisit regions they have completed using 
prosected specimens. 
Microscopic anatomy 
This course comprises of cytology, taught 
mainly through lectures and electron 
micrographs, histology and organology. The 
latter two are taught by glass slide examination 
using light microscopes. The lecturer 
demonstrates on a television screen the main 
features of each slide, discusses the salient 
points, then allows the student time to examine 




their own slide using a structured manual and atlases of their choice.  
 
 
Figure 3: Students enjoying an ongoing dissection session in the gross laboratory 
 
Microscopic anatomy 
This course comprises of cytology, taught 
mainly through lectures and electron 
micrographs, histology and organology. The 
latter two are taught by glass slide examination 
using light microscopes. The lecturer 
demonstrates on a television screen the main 
features of each slide, discusses the salient 
points, then allows the student time to examine 
their own slide using a structured manual and 
atlases of their choice.  
 
Developmental anatomy 
This is taught in blocks of basic embryology, 
tissue development and systemic embryology. 
The mode of instruction is predominantly class 
wide lectures using 2-D images from textbooks, 
manuals, models and atlases. Students are 
encouraged to visit various websites and use 
computer animations to enhance their 
understanding. 
Radiological anatomy 
This is appropriately incorporated within gross 
anatomy and is taught using images from real 
patients to illustrate either normal or abnormal 
anatomy. The plain radiographs, computed 
tomography, ultrasound scans and magnetic 
resonance images are all used to show 
crossectional anatomy to enhance 
understanding of gross anatomy.  
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Figure 4: An ongoing histology session: students have time to examine glass slides. 
 
Clinical anatomy 
This is taught during class wide revisions, 
tutorials and small group learning. Is it 
presented in problem based cases which the 
students are given time to decipher and discuss 
in relations to the three main divisions of 
anatomy – topographic, microscopic and 
developmental. Students are shown pictures of 
clinical cases/patients to illustrate the relevance 
of human anatomy.  
DISCUSSION 
There are wide variations in the manner in 
which human anatomy is taught in different 
departments all over the world (Heylings, 
2002). These variations are reflected in the 
course structure, course duration, mode of 
instruction, number and composition of 
teachers. 
Course structure 
In many parts of US, Canada, UK and Arabia 
among the traditional medical schools, gross 
anatomy, histology, embryology and 
neuroanatomy are taught as stand-alone 
subjects (Drake et al., 2007; Kaim-khani et al., 
2010). In UON at variance with these practices 
these are integrated including physiology and 
biochemistry albeit in different departments. 
This type of integration established at the 
inception of the medical school in 1967 is now 
the norm in several newer medical schools in 
the US, spain, Saudi Arabia and Britain (Markos 
et al., 2004; Evans and Watt 2005; Kaimkhani 
et al., 2010). For neuroanatomy, data from 
American Association of Medical Colleges 




indicate that a majority of medical school 
courses provide an integrated approach that 
incorporates many disciplines (AAMC, 2010). At 
the American university of Beirut (AUB) for 
example, several disciplines that include gross 
anatomy, embryology, histology, 
neuroanatomy, cell biology, organs and 
systems physiology have been merged to form 
the department of Anatomy, cell biology and 
physiology, because like at the university of 
Nairobi, teaching of anatomy, histology and 
physiology was the basis of medicine since the 
inception of the medical department at the 
Syrian protestant college in 1967; now known 
as the faculty of medicine at the AUB. 
This integration based on the understanding 
that the experience of dissecting the body and 
examining the microscope helps students 
cultivate observational skills and learn the 
importance of attention to detail (Cotter and 
Cohan, 2010). Accordingly, it is recommended 




There is a worldwide reduction in time allocated 
to teaching human anatomy (Yates, 1999; 
Leong, 2000; Aziz, 2002; Gillingwater, 2008), to 
accommodate other emerging subjects such as 
cell and molecular biology (Table 3). At the 
UON, however, since inception, the duration 
has remained over 500hrs, way above that in 
most parts of the world where time allocated to 
anatomy has reduced by 80% (Craig et al., 
2010). 
 
A notable feature at the UON is that 75% 
(270hrs) of the time for gross anatomy is 
allocated for dissection, which is the 
cornerstone of teaching human anatomy 
(Ongeti, 2012).  
 
 




Reference Country Gross anatomy contact hours 
Heylings et al., 2002 UK 125 
Leung et al., 2006 US 167 
Kaimkhani et al., 2010 Saudi Arabia 287 
Craig et al., 2010 Australia 52.5 
Current study Kenya 350 
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Figure 5: A small group leaning session at the UON 
 
Mode of instruction 
Over 250hrs, translating to 8-10hrs per week is 
allocated to dissection. This is much more than 
the total time allocated for the whole anatomy 
course (Table 3) in most schools including some 
in Africa where only 2.5hrs per week is 
allocated (Boon et al., 2001). This high number 
of hours for dissection is behaved to be the 
reason for consistently excellent performance. 
Pertinent to this suggestion are the 
observations of numerous student studies 
which reveal that cadaver dissection based 
learning provides students with a definite 
authoritative source of knowledge that enables 
them to develop active learning skills that 
facilitate mastery of structural knowledge 
(Johnson, 2002; Aziz et al., 2002; Older, 2004; 
Vazquez et al., 2005; Prakash, 2007; Arora and 
Sharma, 2011). Consequently it results in better 
examination performance (Patel and Moxham, 
2006; Anyanwu and Ugochukwu, 2010). Indeed 
many students consider dissection important 
and indispensable in the study of human 
anatomy (Lempp 2005; Onakpoya et al., 2009; 
Izunya et al., 2010; Ongeti, 2012). Dissection 
also develops habbits of mind, spatial reasoning 
skills, fosters self-reflection and integration of 
effective skills for medical practice and essential 
attributes for clinical professionalism (Rizzolo 
and stewart, 2006). For these reasons, it 
continues to be the cornerstone of human 
anatomy instruction (Evans and Watt, 2005) 
and even the medical schools that initially 
dropped it have been compelled to reinstate it 
(Rizzolo and Stewart, 2006). Accordingly, it is 
important that medical schools provide 




adequate infrastructure and time for cadaver dissection.  
 
Figure 6: A computer laboratory with accessible to students at the department of human anatomy UON 
 
A notable adjustment of this traditional 
standpoint occurred in the last 15-20 years 
when the other contemporary modes of 
instruction were entrenched in the modes of 
instruction. This is concordant with the views 
advanced by the so called modernists who 
advocate for alternative methods of teaching 
(Granger, 2004; Mc Lachlan, 2004; Drake, 
2007; Drake et al., 2007). These methods 
involve introduction of clinical reasoning, 
physical examination skills, clinical imaging, 
problem based learning, use of prosected 
specimens, models, radiographic images and 
computer simulations (Topp, 2004; Leung et 
al., 2006; Habbal, 2009). The UON model 
combines all these modes of teaching. To 
support these activities, there is a computer 
laboratory and an open access website – 
www.oganatomy.org on which a lot of learning 
material is readily available. This integration 
was necessitated bu the rising numbers in a 
manner similar to what happened in UK (Evans 
and Watt, 2005). Indeed integration of clinically 
relevant content into the teaching of anatomy 
facilitates and encourages understanding of the 
subject thus aiding in development of clinical 
thinking (Boon et al., 2001). Accordingly it is 
recommended that the various modalities of 
instruction be integrated (Mc Lchlan, 2004; 
Evans and Watt, 2005; Turney, 2007; Ogeng’o, 
2009). This integration requires a clinically 
trained staff.  
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Figure 7: Students revising on their own using prosected specimens. 
 
Staff composition    
In order to implement the integrated curriculum 
delivery modes, the composition of staff must 
be taken into account. A remarkable aspect of 
staff composition at the UON is a commendable 
of surgeons, many of them with primary 
training in Human Anatomy, and PhD 
anatomists with clinical training (Table 4). This 
staff composition is a major outcome of 
intercalated B.Sc. Anatomy program. Basic 
scientists have limitations in teaching of applied 
anatomy. Accordingly, a potential source of 
teachers in practicing clinicians (Ellis, 1994; 
Haase, 2000). According to Skandalakis (2002) 
Anatomy, instructors should preferably be 
trained physicians so that clinical orientation 
can be given to the subject. Indeed at UON, all 
members of staff are trained physicians, 
concordant with the practice in many schools in 
the US, Canada and UK (Ellis, 1994). Indeed 
teaching of gross anatomy preclinical students 
by surgeons and other medical doctors in the 
USA and UK provides clinical adjuncts and 
offers assistance to professional anatomists and 
anatomy course directors (William et al., 1998; 
Seyfer et al., 2007). Such involvement of 
clinical specialists gives them a chance to 
rationalize amount and depth of anatomy 
content delivered to medical students according 
to good clinical practice and advancing 
techniques (Rizzolo and Stewart, 2006; Inuwa 
et al., 2012). It also helps physicians maintain 
their own level of knowledge, making them 
safer practitioners, helps alleviate the problem 
of staff shortage in anatomy teaching and 
address in advance the criticisms of specialists 




about their juniors’ lack of anatomical 
knowledge – producing safer more competent 
practioners less likely to make mistakes and 
incur litigation (Turney, 2007).  
Table 4: Academic staff members 
Cadre No Highest qualifications Nationality 
Full professor 1 PhD Egyptian  










Lecturer  7 MMed (Surg) – 4 
MMed (ENT Surg) – 1 
MMed (OMFS) – 1 









Teaching assistants  12 BSc Anatomy (Hons) - 12 Kenyan 
 
Another important development in teaching 
human anatomy at the UON has been 
involvement of human anatomy graduates, 
medical students and surgical trainees since 
1995 as a measure to mitigate staff shortages 
in the dissection room (Ongeti, 2012). This 
practice is concordant with the practice in many 
renowned medical schools in North America, 
Europe, Australia and New Zealand (Heylings, 
2002; Craig et al., 2010). Accordingly, it is 
recommended that that teaching of medical 
students be done by a blend of trained 
clinicians and professional anatomists. 
In conclusion, excellence in teaching anatomy 
can be maintained by reclaiming sufficient 
teaching time, combined dissection with 
contemporary methods of instruction, 
integrating gross, microscopic, developmental 
anatomy, neuroanatomy, and involvement of 
clinicians in teaching, commencing training 




1. American Association of medical colleges. http://services.aamc.org/curricular/section4/start.cfm  
2. Anyanwu GE, Ugochukwu AI. 2010. Impact of use of cadaver on the students ability to pass anatomy 
examinations. Anatomy 4: 28-34. 
3. Arora L, Sharma BR. 2011. Assessment of role of dissection in anatomy teaching from the perspective of 
undergraduate students: A qualitative study. Ibnosina J Med BS3: 59-65. 
4. Aziz MA, Mc Kenzie JC, Wilson JS, Cowie RJ, Ayeni SA, Dunn BK. 2002. The human cadaver in the age of 
biomedical informatics. Anat Rec 269: 20-32. 
5. Bekele A, Reissig D, Loffler S, Hinz A. 2011. Experiences with dissection courses in human anatomy:  a 
comparison between Germany and Ethiopia. Ann Anat 193: 163 – 167. 
6. Boon JM, Meiring JH, Richards PA, Jacobs CJ. 2001. Evaluation of clinical relevance of problem oriented 
teaching in undergraduate anatomy at the University of Pretoria. Surg Radiol Anat. 23:57-60. 
7. Cahill DR, Leonard RJ, Marks Jr SC. 2000. A comment on recent teaching of human anatomy in the 
United States. Surg Radiol Anat 22: 69-71. 
8. Cotter JR, Cohan CS. 2010. The timing, format and role of anatomical sciences in medical curriculum. J 
Int Assoc Med Sci Edu www.medicalscienceeducator.or  
Teaching anatomy at the University of Nairobi 




9. Craig SJ. 2010. Review of Anatomy education in Australian and New Zealand medical schools. ANZ J Surg 
80: 212 – 216.  
10. Drake RL. 2007. A Unique, innovate and clinically oriented approach to anatomy education. Acad Med 82: 
475 – 478. 
11. Drake RL, McBride JM, Lachlan N, Pawlina W. 2009. Medical education in the anatomical sciences: the 
winds of change continue to blow. Anat Sci Educ 2: 253 – 259. 
12. Ellis H. 2001. Teaching in the dissection room. Clin Anat 14: 149-151. 
13. Ellis H. 1994. The surgeon as a teacher of anatomy. Clin Anat 7: 156 – 161. 
14. Evans OJR, Watt DJ. 2005. Provision of Anatomical teaching in a new British medical school: getting the 
right mix. Anat Rec (Part B: New Anat) 284B: 22-27. 
15. Gangata H, Ntaba P, Akol P. Louw G. 2010. The reliance on unclaimed cadavers for anatomical teaching 
by medical students in Africa. Anat Sci Edu 3: 174 – 183.  
16. Gillingwater TH. 2008. The importance of exposure to human material in anatomical education, a 
philosophical perspective. Anatmical Sci Edu 1: 264 – 266. 
17. Granger N. 2004. Dissection Laboratory is vital to medical gross anatomy education. Anat Rec B (New 
Anat). 281: 6-8. 
18. Habbal O. 2009. The state of human anatomy teaching in medical schools of the Gulf cooperation council 
countries. SQU Med J 9:24-31.  
19. Heylings DJ. 2002. Anatomy 1999-2000: the curriculum, who teaches it and how? Med Educ 36: 702-710. 
20. Inuwa IM, Taranikanti V, Al-Rawahy M, Roychoudhry S, Habbal O. 2012. “ Between a rock and a hard 
place place.” The discordant views among medical teachers about the anatomy content in the 
undergraduate medical curriculum. Sultan Qaboos Univ Med J. 12: 19-24. 
21. Izunya AM, Oakhena GA, Nwaopara AO. 2010. Attitudes of cadaver dissection in a Nigerian medical 
school. Asian J Med Sci 2: 89-94.  
22. Johnson JH. 2002. Importance of dissection in learning anatomy: personal dissection versus peer 
teaching. Clin Anat 15: 38-44. 
23. Kaimkhani ZA, Fayez MA, Khushal K, Zafar M, Javaid A. 2010. Does the existing traditional undergraduate 
anatomy curriculum satisfy the senior medical students? South East Asia Med J Educ. 3: 20-26. 
24. Lempp HK. 2005. Perceptions of dissection by medical students in one medical school: beyond learning 
about anatomy. A qualitative study. Med Educ 39: 318 – 325. 
25. Leong SK. 1999. Back to basics. Clin Anat 12: 422-426. 
26. Leung KK, Lu KS, Huang TS, Hsiah BS. 2006. Anatomy instructions in medical schools: connecting the 
past and the future. Adv Health Sci Edu 11: 209 – 215.  
27. Marcos P, Arroyo – Jimenez MM, Artacho-Perula E, Martinez – Marcos A, Blaizot X, Alfonso – Rosa MT, 
Branda L, Insausti R. 2004. Self-directed learning in the gross anatomy medical curriculum. Eur J Anat 8: 
147 – 153.  
28. Mc Keown PP, Heylings DJ, Stevenson M, Mc Kelvey KJ, Nixon JR, Mc Cluskey DR. 2003. The impact of 
curricular change on medical students knowledge of anatomy. Med Educ 37: 954-901. 
29. Mc Lachlan JC, Bligh J, Bradley P, Searle J. 2004. Teaching anatomy with cadavers. Med Educ 38: 418-
424. 
30. Ogeng’o JA. 2009. Anatomy training for surgeons: Which way for the future? Annals African Surg 4: 24-7. 
31. Ogunranti JO. 2008. Challenges and prospects of anatomy in the 21st century. 6th scientific conference – 
anatomical society of Nigeria, Ahmadu Bello University Zaria – 16th October. 
32. Older J. 2004. Anatomy: A must for teaching the next generation. Surg J R Coll Surg Edinb, Ire 79-90. 
33. Onakpoya OH, Onakpoya UU, Adereti GE. 2009. The prospect of anatomy as a career choice among 
clinical year medical students in Nigeria. Ann Afr Med 8: 90-94. 
34. Ongeti K. 2012. Pedagogical Value of Dissection Anatomy in Kenya. Singapore med J 53: 712 - 714. 
35. Patel KM, Moxham BJ. 2006. Attitudes of professional anatomists to curricular change. Clin Anat 19: 132 
– 141. 
36. Prakash PLV, Rai R, D’costa S, Jiji PJ, Singh G. 2007. Knowledge is the ultimate gift of body donors. 
Singapore med J 48: 186 – 190. 




37. Prince KJ, Scherpbier AJ, van Mameren H, Drukker J, van der vleuten CP. 2005. Do students have 
sufficient knowledge of clinical anatomy? Med Educ 39: 326 – 332.  
38. Rizollo LJ, Stewart WB. 2006. Should we countinue teaching anatomy by dissection when----? Anat Rec B 
New Anat 189B: 215 – 218. 
39. Satyapal KS, Henneberg M. 1997. Anatomy into the next millennium: Quo vadis, or simply where to? Clin 
Anat 10: 41-43. 
40. Seyfer AE, Welling D, Fox JP. 2007. The value of surgeons teaching anatomy to first year medical 
students. Bull Am Coll Surg 92: 8-14. 
41. Skandalakis JE. 2000. The teaching of Anatomy: a dialogue with a cell biologist. Surg Rasiol Anat 22: 1-2. 
42. Tavares MAF, Viera AJ, Trigueiros CN, Dinis MJ, Cardoso V, Sikva MC. 2002. Evaluation of practical 
sessions in clinical anatomy: A strategy for educational improvement. Clin Anat 15: 51-55. 
43. Turney BW. 2007. Anatomy in a modern medical curriculum. Ann R coll Surg Engl 89: 104-107. 
44. Vazquez R, Rusco JM, Carretero J. 2005. Reflections and challenges in teaching of human anatomy at the 
beginning of the 21st century. Eur J Anat 9: 111-115. 
45. Waterson SW, Stewart IJ. 2005. Survey of clinicians attitudes to the anatomical teaching and knowledge 
of medical students. Clin Anat 18: 380 – 384. 
46. William PL, Whitimor I, Humperson JR. 1998. Career progress of temporary lecturers in anatomy. A 
surgical success story. Clin Anat 11: 50-54. 
47. Yates RD. 1999. The present and future of anatomy. Anat Rec (New Anat) 257: 43-44. 
  
Teaching anatomy at the University of Nairobi 
